To compare duration of labor, mode of delivery, maternal satisfaction and early neonatal outcomes following immediate (within 15-30 minutes) versus delayed (2 hours) oxytocin administration after amniotomy among low risk women in labour. STUDY DESIGN: Pragmatic randomized single blind two armed clinical trial in which women in labour at term who had hypotonic uterine contractions were assigned to immediate (within 15-30 minutes) versus delayed (at 2 hours) oxytocin administration after amniotomy at Kenyatta National Hospital in Nairobi, Kenya. We compared the duration of time from amniotomy to second stage, vaginal delivery and decision to cesarean delivery between the two arms. Secondary outcomes were mode of delivery, early neonatal outcomes, maternal satisfaction and actual need of oxytocin. We used intent-to treat analysis for all outcomes. RESULTS: A total of 209 low risk women at a cervical dilation of 4-5 cm and with hypotonic uterine contractions were enrolled between February and July 2018 and randomized to immediate and delayed oxytocin administration after amniotomy. Labor was monitored using a partograph. The baseline characteristics were similar between the two groups. The average time to delivery was 4.6 (standard deviation [SD] 2.6) hours versus 4.9 hours (SD 2.7) following immediate versus delayed oxytocin administration respectively and was similar between the two groups (relative risk [RR] 1.02, 95% confidence interval [CI] 0.97e1.08, P¼0.403). The cesarean section rate was not different following immediate (16%) versus delayed (22%) oxytocin administration RR 1.4 95% CI 0.8-2.5, p¼0.263. The maternal satisfaction on a visual numerical rating scale (median [interquartile range]) was 4 [3e5] and was similar between the two arms. Time to second stage, decision to cesarean delivery, fetal hears rate patterns, APGAR score at one minute and birthweights were similar between the two arms. In the delayed arm, oxytocin infusion was not required for 28% of women. CONCLUSION: Immediate or delayed oxytocin administration for hypotonic uterine contractions after amniotomy does not significantly alter the duration of labor, mode of delivery, early neonatal outcomes or maternal satisfaction.
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27 Externally validated induction score from a prospective population-based cohort study in 94 maternity units 
No induction score has emerged as a standard to substitute the Bishop score, especially in case of cervical ripening. The objective of our study was to build a score to predict the risk of cesarean section, from a population-based dataset especially designed for induction analysis purpose. STUDY DESIGN: We used the dataset from the prospective multicenter observational French population-based cohort study MEDIP (Methods of Induction of Labor and Perinatal outcomes), which had for objective to collect national data about labor induction practices. For the present study, we excluded all patients with twin pregnancies, non-cephalic presentations, previous c-section, premature deliveries, and cases of induction without cervical ripening. A total of 1 692 patients were analyzed and randomly split in a derivation dataset of 1 024 patients (60%) and an internal validation set of 668 patients (40%).
Statistical analyses were performed by using a Bayesian approach. Variables with a probability of being associated with cesarean delivery (Prob OR > 1) greater than 0.90 (i.e. indicating an increased risk of cesarean delivery) were entered in the multivariate model, and then maintained in the final model depending on the Deviance Information Criterion. When available, results from previous studies from literature were used to build informative prior distributions on the log(OR).
The score was validated using the internal validation set, and an external dataset from the Consortium for Safe Labor database (NIH database that includes labor and delivery information collected from 19 hospitals across the US from 2002 through 2008). The validation of the model was assessed using AUC and a graphical representation of the calibration. RESULTS: The multivariate model for prediction of c-section in case of induction after cervical ripening is reported in Table 1 . The 50 points induction score is displayed in Figure 1 . On the external validation set, the AUC for the present score, the Levine score 
CONCLUSION:
We developed an easy-to-use, externally validated and efficient score to predict c-section after labor induction with cervical ripening.
